MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF D —63~ |
‘DEPARTMENT OF PUBLIC HEALTH AND WELFARE 04 1000 EATH 221 ) ()3 905275

STATE FiLE NU.
NDED Reglstration Dmrlct No, oo oo ___Primary Registration District No. -~ Registrar’s No, MIER B

DO NOT WRITE
ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore decoasad lived. If institution: Resldence befors

a. COUNTY Buchanan a. STATE Missouri b. COUNTY mchanan admission)
b. cCl;RY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c, CITY Inside Limite

oW 5t, Joseph, 43 years TS St. Joseph, Ya ] NeO

¢. FULL NAME OF {if NOT in howpitel, give location) inside Limits d:I‘DRD%EE‘SS {1f outside, give location) Revide on Farm

HOSPIT .
INSTITUTION Ma th , Hosp. & Med. Center |Yu[X NeO 1015 Faraon Street Yes O No

VS 300
Rev. 4/ 59

15711 7]

DATE AMENDED

3. NAME OF DECEASED First Middle LLast 4. DATE Month Day Yeer

(e er print BESSIE MAY BEERY - PAM Fabruary 20, 1963

5. SEX 5. COLOR OR RACE 7. Married [J Never Married [] 8. DATE OF BIRTH | 9 AGE (Jast birthday) | tF UNDER 1_YEAR | IF UNDER 24 HR

Female White Widowed B Diwversd O lpyng 25 1900 62 Months | Ders{ Hours | Min

10a. WUSUAL OCCUPATION (Give kind of work done | 10b. XIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stete or country) | 12, CITIZEN OF WHAT COUNTRY

during most of working life, even if retired}
S. S, Kresge Co, | Bondurant, .

132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Frank Stakey Ola Cline George William Beery

15. WAS DECEASED EVER IN U.5. ARMED FORCES™ 14 _SNCidl SECURITY NG: {17, INFORMANT mughter Address

{Yas, no, or, ynknown) | (I yes, give war or dates g
o " | )9 Mrs, Gene Underwood-St, Joseph, Missouri
18. CAUSE OF DEATH (Enter only one cause . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: J - ONSET AND DEATH

TMMEDIATE CAUSE (s}

[ . L)
Conditicns, if any, ] DUE TO MMQ&ML&
which gave rise to

ahove cayse (a).

stating -the undar- C B I & '7/

Iying  cduse lest. DUE TQ (<

PART 1I. QTHER SIGMIFICANT CONDINONS CONTRIBUTING TO DEATH not related to the Terminsl PART il If dxused was famale was
disease condition given in PART | . | there o pregnancy in last 90 deva.

0o Yas‘] 1 Ne j ‘B0 Unknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | <= PART 1) of item 18.)
PERFORMED? O O

DOCUMENT

R ‘ .
YES ] NOIE . _ L

20c. TIME OF Hour Month, Day, Yeer
INJURY A )

h p.m. . .

20d. INJURY OCCURRED 20e. PLACE CF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK [J farm, factory, street, office bldg.,
NOT WHILE AT WORK (J L s

P §

; her .
21. | attended the deceased from__W‘-L N_WL—MM last saw hlm alive on_z#%‘;
LI’ 25 M_—m on thi date stated sbove, and to the best of my knowledge, the causes stated.

Desth occurred ot

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

{Degree or title} [, ADDRESS 22¢. DATE SHGNED
-~ - . & J - ) 2 . : 3

a. AL, CREMATION, | 23b. DA 23, NAME OF CEMETERY OR CR TORY 23d. LOCATEBN (City, town, or. county} (State)

REMOVAL (Specify)

Buria | Feb, 22, 1963! Memor St
4. FUNERAL DIRECTOR =22 AgDRESS 35, DATE RECD. BY LOCAL REG. |26 REGISTRAR'S SIGNATURE

Meierhoffer-Fleeman Inc.. St. Joseph, Mol Jeb 2 6, /943

(Licensed Embaimer's Statement on Reverse Side)

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBRON

W CRY,  wean, M NEDICAL CERTIFICATION

BY AFFIDAVIT OF

ITEM NO.




STATEMENT: BY LICENSED EMBALMER

((ﬁ:y cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
i ' .
or by [, L, Student Embalmer No.ﬂ_t_—’_

working/under my perv% Dﬁ( ,,"‘ "’7 5
: Slgned QA{ \\/ ///i’/

Signature of Student Embalmer /
. e

Licknsed Ernba_l_mer Ny%v/ 7‘7

P. O. Address :

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING '(Fanlure to comply
with the sbove constitutes grounds for revocation of license).

If embalmed by a-STUDENT, he alsc shall sign in his OWN handwriting.

If th|s body is not embatmecl fact should be so stated above,

. J:




